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Abstract

Background—Circulating sex hormone levels are associated with glucose metabolism and 

adiposity, but their association with ectopic fat deposition in the liver is not well understood.

Methods—We studied the association of the circulating levels of bioavailable testosterone (Bio-

T), estradiol (E2), dehydroepiandrosterone (DHEA) and sex hormone binding globulin (SHBG) 

with fatty liver, defined as attenuation ≤ 40 Hounsfield Units by magnetic resonance imaging in 

2835 postmenopausal women and 2899 men in the Multiethnic Study of Atherosclerosis baseline 

examination.

Results—In women, there was a significantly greater odds ratio of fatty liver prevalence in the 

highest tertile versus the lowest tertile of Bio-T (1.73, 95% CI 1.05 – 2.87) and E2 (2.42, 95% CI 

1.37 – 4.29) adjusting for age, race/ethnicity, body mass index, hypertension, total and high 

density lipoprotein cholesterol, smoking, insulin sensitivity and hormone replacement therapy use. 

In men, there was a significantly greater odds ratio of fatty liver prevalence in the highest tertile 

versus the lowest tertile of E2 (1.96, 95% CI 1.21 – 3.18), but a significantly lower odds ratio for 

the highest versus lowest tertiles of SHBG (0.50, 95% CI 0.30 – 0.84). Other associations of 

hormones with fatty liver were not statistically significant.

Conclusions—A more androgenic internal mileu is associated with fatty liver in 

postmenopausal women. In men, lower levels of SHBG are associated with fatty liver. Higher 

levels of E2 are associated with fatty liver in both sexes. This pattern is consistent with the sex-

specific associations of sex hormones with other cardiometabolic risk factors.
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Introduction

Ectopic deposition of fat in the liver in the absence of significant alcohol consumption is the 

early stage of non-alcoholic fatty liver disease (NAFLD), one of the most common chronic 

liver conditions that may progress to more serious clinical consequences including non-

alcoholic steatohepatitis (NASH), fibrosis, liver failure and hepatocellular carcinoma.1-5 

Metabolic abnormalities are major drivers of NAFLD and include overweight and 

obesity,6, 7 the metabolic syndrome 8, 9 and insulin resistance.7, 10 Given that the population 

prevalence of overweight and obesity11, 12 is increasing in the general US population, the 

prevalence of NAFLD is also reaching epidemic proportions.13, 14 Circulating levels of 

endogenous sex hormones are associated with these metabolic abnormalities: higher levels 

of testosterone are associated with lower levels of central obesity cross-sectionally and 

longitudinally,15-17 and with lower prevalence and incidence of diabetes in men but not in 

postmenopausal women.18-20 Higher levels of estradiol and lower levels of sex hormone 

binding globulin are associated with greater central obesity, metabolic syndrome, diabetes 

and atherogenic lipid profile in both men and postmenopausal women.21

Reports of studies in small samples suggest that lower levels of sex hormone binding 

globulin are associated with NAFLD in men and menopausal women.22, 23 Another study 

reported an association between low levels of DHEA and NAFLD.24 However, no 

associations with estradiol or testosterone have been reported in US population based 

studies.

The aim of this study is to determine the cross-sectional associations of liver fat with 

circulating sex hormones in a large multiethnic US population sample and examine if this 

association is independent of cardiometabolic profile.

Materials and Methods

Sample population

This analysis was performed using data from the baseline examination of the Multiethnic 

Study of Atherosclerosis (MESA), which enrolled 3213 men and 3601 women free of 

clinical cardiovascular disease, aged 45-84 years of 4 US racial/ethnic groups (White, Black, 

Hispanic and Chinese) from 6 field centers.25 The sex hormone ancillary study included 

3009 postmenopausal women and 3164 men. Liver fat measurements derived from 

abdominal CT scans were available in 2835 women and 2899 men who were included in the 

current analysis. All study participants gave informed consent and the study was overseen 

by the Institutional Review Boards of all participating centers.

Clinical examination and questionnaires

All participants completed demographic and medical history questionnaires. Resting seated 

blood pressure measurements were performed, using the average of the second and third of 3 

measurements using automated oscillometric sphygomanometry. Height was measured 

without footwear, and weight was measured with participants wearing light clothing. Body 

mass index was calculated as weight in kg/(height in meters)2. Fasting blood draws were 

used to assay total and HDL-cholesterol, triglycerides and glucose. LDL-cholesterol was 
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calculated using the Friedwald equation.26 Hypertension was defined by JNC VI criteria 

(REF) as BP ≥ 140/90 mmHg or the use of antihypertensive medications. Diabetes was 

defined according to American Diabetes Association (2003) criteria as fasting blood glucose 

≥ 126 mg/dL or the use of anti-diabetes medications. The homeostatic model assessment of 

insulin resistance was calculated using fasting plasma glucose and insulin using the 

following formula: formula: fasting serum insulin (μU/ml) × fasting plasma glucose 

(mmol/l)/22.5 and QUICKI, a normally distributed transformation of HOMA-IR.27

Sex hormone measurements

Blood drawn between 7:30 and 10:30 am was used for the assays. Serum stored at -70°C 

was assayed at the University of Massachusetts Medical Center at Worcester, MA. Total 

testosterone (T) and dehydroepiandrosterone (DHEA) were measured directly using 

radioimmunoassay kits and sex hormone binding globulin (SHBG) was measured by 

chemiluminescent enzyme immunometric assay using Immulite kits obtained from 

Diagnostic Products Corporation (Los Angeles, CA). Estradiol (E2) was measured by use of 

an ultra-sensitive radioimmunoassay kit from Diagnostic System Laboratories (Webster, 

TX). The intra-assay coefficient of variation for total T, SHBG, DHEA, and E2 were 12.3%, 

9.0%, 11.2%, and 10.5%, respectively. Bioavailable testosterone (BioT) was calculated 

using the Vermeulen method.28

Liver fat measurements

Images were acquired using either Electron Beam Tomography (EBT) or four-detector row 

computed tomography (MDCT) scanners. Images were obtained from the level of the carina 

to the level of the apex of the heart.29, 30 Examples of images from a person with high liver 

attenuation (i.e., low liver fat content) and low liver attenuation (i.e., high liver fat content) 

with are shown in Figure 1, panels A and B, respectively. All images were analyzed at the 

Los Angeles Biomedical Research Institute at Harbor-UCLA Medical Center reading center. 

Hepatic attenuation, and splenic attenuation (when the spleen was in the field of view) was 

assessed from 3 regions of interest (>100 mm2) in the liver and one in the spleen. Liver 

attenuation in Hounsfield units (HU) and liver attenuation < 40 HU as a dichotomous 

variable, indicating fat content of >30% were used as assessments of liver fat. Calculated 

Liver/Spleen (L/S) attenuation ratios as well as L/S ratios <1.0 as a dichotomous variable 

were used as assessments of liver fat in secondary analysis. Based on the previous literature, 

we defined fatty liver as liver attenuation <40 HU for the main analyses, and liver/spleen 

attenuation ratio < 1 in individuals in whom the CT imaging included the spleen for the 

secondary analyses.30, 31

Statistical Analysis

Demographic and cardiometabolic risk characteristics, and sex hormone levels were 

tabulated separately for women and men by fatty liver status. Categorical variables were 

tabulated as numbers and percentages, continuous variables were tabulated as means 

(standard deviations), or as medians [interquartile ranges] if the distribution was skewed. 

Differences by fatty liver status were tested using t-tests for normally distributed variables, 

rank sum tests for skewed variables and chi-squared tests for categorical variables.
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Association analyses were performed separately for men and women. Each of the sex 

hormone variables (BioT, E2, SHBG and DHEA) was divided into sex-specific tertiles for 

analysis. The linear regression estimated mean and 95% CI of liver attenuation levels by sex 

hormone tertile, adjusted for race/ethnicity distribution, age (centered at 65 years) and BMI 

(centered at 28.5 kg/m2) were tabulated, and the significance of tertiles and the linear trend 

was tested.

The association of fatty liver (defined in separate analyses as liver attenuation <40 HU with 

hormone tertiles was assessed using logistic regression, adjusted for age, race/ethnicity, 

BMI, current use of hormone replacement therapy in women, hypertension, current 

smoking, fasting total and HDL-cholesterol. Models for SHBG were also further adjusted 

for QUICKI (a normally distributed inverse transformation of HOMA-IR), because SHBG is 

also a proxy for metabolic status. In supplementary analysis, we also defined fatty liver as 

liver/spleen attenuation ratio < 1 in individuals in whom the CT imaging included the 

spleen. This was considered secondary analysis because missingness of spleen in the image 

was associated with higher BMI, a known confounder with both liver fat and sex hormone 

levels. We also examined heterogeneity of association of hormones by race. For this 

exploratory analysis we used a Bonferroni-corrected level of significance for 8 models (4 

hormones, 2 sexes) at 0.05/8 = 0.00625

Sensitivity analyses

We performed sensitivity analyses adjusting for education levels as a proxy for 

socioeconomic status. We also performed all of the descriptive and association analyses 

excluding individuals who were heavy alcohol users (i.e, males consuming >14 drinks/day 

and women consuming >7 drinks/day)3.

Results

Sample Characteristics

The demographic, cardiometabolic risk and sex hormone profile of men and women in the 

sample by fatty liver status are shown in Table 1. Both men and women with fatty liver were 

younger, less likely to be African-American, and more often Hispanic American, and had 

worse cardiometabolic profile in terms of hypertension, diabetes, BMI, fasting lipids, and 

HOMA-IR. Both men and women with fatty liver had lower SHBG levels and higher E2 

levels. Men with fatty liver had lower levels of T and higher levels of DHEA, but there was 

no significant relationship for these hormones in women.

Association of Sex Hormone Tertiles with Liver Attenuation Signal

In table 2, the age-, race/ethnicity-, and BMI-adjusted means and 95% confidence intervals 

of liver attenuation signal are tabulated by sex-specific tertile of the sex hormone variables 

along with the p-value for a linear trend. In both men and women, higher tertiles of E2 were 

associated with lower attenuation (more fatty) liver signal, and higher tertiles of SHBG were 

associated with lower attenuation (more fatty) liver signal. Only among women, higher 

tertiles of BioT are associated with lower attenuation (more fatty) liver signal.
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Association of Sex Hormones with Fatty Liver

Table 3 shows the association of sex-specific sex hormone tertiles with the odds of the 

presence of fatty liver, adjusted for age, race/ethnicity, BMI, current use of hormone 

replacement therapy in women, hypertension, current smoking, fasting total and HDL-

cholesterol. Consistent with the quantitative findings, higher E2 tertiles were associated with 

greater odds of fatty liver in both men and women and higher SHBG tertiles were associated 

with lower odds of fatty liver. Higher tertiles of Bio-T in women were associated with 

higher odds of fatty liver. When SHBG models were further adjusted for QUICKI insulin 

sensitivity, the association in women became non-significant, however the odds ratio point 

estimates are not very different. Similar associations were found when analysis was 

restricted to individuals who were non-heavy alcohol users by self-report (Supplementary 

Table 1). Supplementary table 2 shows that in analysis restricted to individuals in whom 

spleen image was available, the central tendency of odds ratios using L/S ratio < 1 as the 

definition of fatty liver have a similar pattern, however not all associations remained 

significant. No interactions by race were significant at the Bonferroni-corrected level.

In sensitivity analyses, the adjusted findings were robust to further adjustment with 

education levels as a proxy for socioeconomic status.

Discussion

To our knowledge, this is the largest study to date showing the association of circulating 

multiple sex hormone levels with liver fat, as measured using CT scan, in a population-

based multiethnic sample of both men and women. We have shown that higher levels of E2 

and lower levels of SHBG are associated with higher levels of liver fat, in both men and 

women, after adjusting for age, sex and BMI. These associations with sex hormones 

remained with extreme levels, i.e., fatty liver in both men and women, adjusting for 

cardiometabolic risk factors. Higher levels of bioavailable testosterone were associated with 

higher quantitative fat measurement, and with higher odds of fatty liver in women.

Our findings are consistent with other metabolic associations of sex hormones that we and 

others have demonstrated in the MESA and other study populations. Higher levels of E2 are 

associated cross-sectionally with central obesity in terms of waist-to-hip ratio and to 

longitudinal increases in waist-to-hip ratio17 . SHBG levels had the converse association in 

that study. Similar patterns of E2 and SHBG association were found for impaired glucose 

tolerance and prevalent diabetes in men and women18, 19 and incident diabetes in women.20 

The association of E2 with fatty liver may reflect its actions in the liver increasing fatty acid 

synthesis, in addition its inhibition of gluconeogenesis and glycogenolysis leading to insulin 

resistance.32 Indeed, the association we observed was partially diminished on adjustment for 

insulin sensitivity, but still remained significant.

In addition to being a carrier for sex hormones, SHBG is marker for nutritional and 

metabolic status.33 The association of SHBG with fatty liver adjusted for insulin sensitivity, 

shows some attenuation in terms of odds ratio, and loss of statistical significance in women, 

but not men. This indicates that the metabolic status in terms of insulin sensitivity may 

explain the association of SHBG with fatty liver to a greater extent, but not fully.
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Our finding that Bio-T is associated with fatty liver in women is concordant with findings by 

others that an androgenic internal milieu is associated with worse cardiometabolic profile in 

women.34-36

Our results that lower levels of sex hormone binding globulin are associated with NAFLD 

men and postmenopausal women are consistent with small prior studies,22, 23 although the 

association was marginal in our study, and was largely explained by adjusting for the insulin 

sensitivity index. Another small study in hospital based patients and controls reported an 

association between low levels of DHEA and NAFLD,24 but this study did not present sex-

specific analysis. In our population based study, we found no association of DHEA in men 

or women. No associations studies for fatty liver with estradiol or testosterone have been 

reported in US population based studies. One study in China found that was E2 associated 

with lower fatty liver prevalence in men,37 however our study shows a strong opposite 

association. One Korean study found that lower levels of testosterone in men were 

associated with NAFLD.38 We find a similar non-significant trend for greater liver 

attenuation, i.e., less fat, for men with higher Bio-T, but this does not translate to a 

significant difference in fatty liver.

A major strength of this study is its large population-based sample that includes both men 

and women with adequate representation of ethnicities particularly affected by fatty liver 

disease. These individuals have been extensively phenotyped with validated questionnaires, 

and imaging studies were rigorously read at reading centers. The population has well 

measured anthropometric and fasting blood biochemistry data allowing for the adjustment of 

confounding. A potential limitation is that the major postmenopausal estrogen, estrone, was 

not measured in this study. However, we have shown associations with the most potent 

circulating estrogen E2, thus our findings have validity. Another potential limitation stems 

from the fact the CT scans were not primarily designed for quantitating fatty liver, thus 

imaging in 51% of individuals did not include the spleen for comparison of non-fatty tissue 

attenuation, and missingness of spleen image was associated with higher BMI. However, our 

findings are essentially unchanged using from the full sample liver attenuation analysis, 

when we used liver-spleen attenuation ratio in the subset of persons in whom the ratio was 

available. We thus believe that our findings are robust to this limitation. Another potential 

limitation is that our main analysis does not distinguish alcoholic from non-alcoholic fatty 

liver. However, our supplementary data analysis excluding self-reported heavy alcohol users 

show that our finds remain unchanged.

In conclusion, we have shown that there is a strong association of fatty liver with high E2 

levels in men and women and low SHBG levels in men independent of demographic, 

anthropometric and cardiometabolic risk factors. Higher androgenic milieu is associated 

with fatty liver in women only. These associations may partially, but not fully be explained 

by insulin sensitivity. Future studies with measurement of liver inflammation and fibrosis 

are necessary to determine whether these associations may give rise to clinically significant 

liver-related morbidity.
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Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments

Sources of Funding: This research was supported by contracts N01-HC-95159 through N01-HC-95169 from the 
National Heart, Lung, and Blood Institute. The authors thank the other investigators, the staff, and the participants 
of the MESA study for their valuable contributions. A full list of participating MESA investigators and institutions 
can be found at http://www.mesa-nhlbi.org. DV was supported by Grant Number UL1 TR 001079 from the 
National Center for Research Resources (NCRR), a component of the National Institutes of Health (NIH).

References

1. Ascha MS, Hanouneh IA, Lopez R, Tamimi TA, Feldstein AF, Zein NN. The incidence and risk 
factors of hepatocellular carcinoma in patients with nonalcoholic steatohepatitis. Hepatology. 2010; 
51:1972–1978. [PubMed: 20209604] 

2. Brunt EM. Pathology of fatty liver disease. Mod Pathol. 2007; 20(Suppl 1):S40–S48. [PubMed: 
17486051] 

3. Chalasani N, Younossi Z, Lavine JE, Diehl AM, Brunt EM, Cusi K, Charlton M, Sanyal AJ. The 
diagnosis and management of non-alcoholic fatty liver disease: Practice guideline by the american 
gastroenterological association, american association for the study of liver diseases, and american 
college of gastroenterology. Gastroenterology. 2012; 142:1592–1609. [PubMed: 22656328] 

4. Charlton, M. Liver transplantation for nonalcoholic fatty liver disease. In: Gregory, TE.; James, FT., 
editors. Clinical gastroenterology: Liver transplantation: Challenging controversies and topics. 
2009. 

5. Farrell GC, Larter CZ. Nonalcoholic fatty liver disease: From steatosis to cirrhosis. Hepatology. 
2006; 43:S99–S112. [PubMed: 16447287] 

6. Ekstedt M, Franzen LE, Mathiesen UL, Thorelius L, Holmqvist M, Bodemar G, Kechagias S. Long-
term follow-up of patients with nafld and elevated liver enzymes. Hepatology (Baltimore, Md). 
2006; 44:865–873.

7. Zelber-Sagi S, Lotan R, Shlomai A, Webb M, Harrari G, Buch A, Nitzan Kaluski D, Halpern Z, 
Oren R. Predictors for incidence and remission of nafld in the general population during a seven-
year prospective follow-up. J Hepatol. 2012; 56:1145–1151. [PubMed: 22245895] 

8. Hamaguchi M, Kojima T, Takeda N, Nakagawa T, Taniguchi H, Fujii K, Omatsu T, Nakajima T, 
Sarui H, Shimazaki M, Kato T, Okuda J, Ida K. The metabolic syndrome as a predictor of 
nonalcoholic fatty liver disease. Annals of Internal Medicine. 2005; 143:722–728. [PubMed: 
16287793] 

9. Marchesini G, Bugianesi E, Forlani G, Cerrelli F, Lenzi M, Manini R, Natale S, Vanni E, Villanova 
N, Melchionda N, Rizzetto M. Nonalcoholic fatty liver, steatohepatitis, and the metabolic 
syndrome. Hepatology (Baltimore, Md). 2003; 37:917–923.

10. Neuschwander-Tetri BA, Caldwell SH. Nonalcoholic steatohepatitis: Summary of an aasld single 
topic conference. Hepatology. 2003; 37:1202–1219. [PubMed: 12717402] 

11. Flegal KM, Carroll MD, Ogden CL, Curtin LR. Prevalence and trends in obesity among us adults, 
1999-2008. JAMA : the journal of the American Medical Association. 2010; 303:235–241. 
[PubMed: 20071471] 

12. Kuczmarski RJ, Flegal KM, Campbell SM, Johnson CL. Increasing prevalence of overweight 
among us adults. The national health and nutrition examination surveys, 1960 to 1991. JAMA : the 
journal of the American Medical Association. 1994; 272:205–211. [PubMed: 8022039] 

13. Browning JD, Szczepaniak LS, Dobbins R, Nuremberg P, Horton JD, Cohen JC, Grundy SM, 
Hobbs HH. Prevalence of hepatic steatosis in an urban population in the united states: Impact of 
ethnicity. Hepatology. 2004; 40:1387–1395. [PubMed: 15565570] 

14. Lazo M, Hernaez R, Eberhardt MS, Bonekamp S, Kamel I, Guallar E, Koteish A, Brancati FL, 
Clark JM. Prevalence of nonalcoholic fatty liver disease in the united states: The third national 

Lazo et al. Page 7

Clin Gastroenterol Hepatol. Author manuscript; available in PMC 2015 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.mesa-nhlbi.org


health and nutrition examination survey, 1988-1994. Am J Epidemiol. 2013; 178:38–45. [PubMed: 
23703888] 

15. Derby CA, Zilber S, Brambilla D, Morales KH, McKinlay JB. Body mass index, waist 
circumference and waist to hip ratio and change in sex steroid hormones: The massachusetts male 
ageing study. Clinical endocrinology. 2006; 65:125–131. [PubMed: 16817831] 

16. Rohrmann S, Shiels MS, Lopez DS, Rifai N, Nelson WG, Kanarek N, Guallar E, Menke A, Joshu 
CE, Feinleib M, Sutcliffe S, Platz EA. Body fatness and sex steroid hormone concentrations in us 
men: Results from nhanes iii. Cancer causes & control : CCC. 2011; 22:1141–1151. [PubMed: 
21678033] 

17. Vaidya D, Dobs A, Gapstur SM, Golden SH, Cushman M, Liu K, Ouyang P. Association of 
baseline sex hormone levels with baseline and longitudinal changes in waist-to-hip ratio: Multi-
ethnic study of atherosclerosis. Int J Obes (Lond). 2012; 36:1578–1584. [PubMed: 22270378] 

18. Colangelo LA, Ouyang P, Liu K, Kopp P, Golden SH, Dobs AS, Szklo M, Vaidya D, Cushman M, 
Gapstur SM. Association of endogenous sex hormones with diabetes and impaired fasting glucose 
in men: Multi-ethnic study of atherosclerosis. Diabetes Care. 2009; 32:1049–1051. [PubMed: 
19289858] 

19. Golden SH, Dobs AS, Vaidya D, Szklo M, Gapstur S, Kopp P, Liu K, Ouyang P. Endogenous sex 
hormones and glucose tolerance status in postmenopausal women. J Clin Endocrinol Metab. 2007; 
92:1289–1295. [PubMed: 17244779] 

20. Kalyani RR, Franco M, Dobs AS, Ouyang P, Vaidya D, Bertoni A, Gapstur SM, Golden SH. The 
association of endogenous sex hormones, adiposity, and insulin resistance with incident diabetes in 
postmenopausal women. J Clin Endocrinol Metab. 2009; 94:4127–4135. [PubMed: 19789205] 

21. Vaidya D, Dobs A, Gapstur SM, Golden SH, Hankinson A, Liu K, Ouyang P. The association of 
endogenous sex hormones with lipoprotein subfraction profile in the multi-ethnic study of 
atherosclerosis. Metabolism. 2008; 57:782–790. [PubMed: 18502260] 

22. Hua X, Sun Y, Zhong Y, Feng W, Huang H, Wang W, Zhang T, Hu Y. Low serum sex hormone-
binding globulin is associated with nonalcoholic fatty liver disease in type 2 diabetic patients. 
Clinical endocrinology. 2014; 80:877–883. [PubMed: 24303796] 

23. Flechtner-Mors M, Schick A, Oeztuerk S, Haenle MM, Wilhelm M, Koenig W, Imhof A, Boehm 
BO, Graeter T, Mason RA, Kratzer W, Akinli AS. Associations of fatty liver disease and other 
factors affecting serum shbg concentrations: A population based study on 1657 subjects. Hormone 
and metabolic research = Hormon- und Stoffwechselforschung = Hormones et metabolisme. 2014; 
46:287–293. [PubMed: 24000139] 

24. Charlton M, Angulo P, Chalasani N, Merriman R, Viker K, Charatcharoenwitthaya P, Sanderson S, 
Gawrieh S, Krishnan A, Lindor K. Low circulating levels of dehydroepiandrosterone in 
histologically advanced nonalcoholic fatty liver disease. Hepatology. 2008; 47:484–492. [PubMed: 
18220286] 

25. Bild DE, Bluemke DA, Burke GL, Detrano R, Diez Roux AV, Folsom AR, Greenland P, Jacob DR 
Jr, Kronmal R, Liu K, Nelson JC, O'Leary D, Saad MF, Shea S, Szklo M, Tracy RP. Multi-ethnic 
study of atherosclerosis: Objectives and design. Am J Epidemiol. 2002; 156:871–881. [PubMed: 
12397006] 

26. Friedewald WT, Levy RI, Fredrickson DS. Estimation of the concentration of low-density 
lipoprotein cholesterol in plasma, without use of the preparative ultracentrifuge. Clinical 
chemistry. 1972; 18:499–502. [PubMed: 4337382] 

27. Wallace TM, Levy JC, Matthews DR. Use and abuse of homa modeling. Diabetes Care. 2004; 
27:1487–1495. [PubMed: 15161807] 

28. Vermeulen A, Verdonck L, Kaufman JM. A critical evaluation of simple methods for the 
estimation of free testosterone in serum. J Clin Endocrinol Metab. 1999; 84:3666–3672. [PubMed: 
10523012] 

29. Carr JJ, Nelson JC, Wong ND, McNitt-Gray M, Arad Y, Jacobs DR Jr, Sidney S, Bild DE, 
Williams OD, Detrano RC. Calcified coronary artery plaque measurement with cardiac ct in 
population-based studies: Standardized protocol of multi-ethnic study of atherosclerosis (mesa) 
and coronary artery risk development in young adults (cardia) study. Radiology. 2005; 234:35–43. 
[PubMed: 15618373] 

Lazo et al. Page 8

Clin Gastroenterol Hepatol. Author manuscript; available in PMC 2015 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



30. Zeb I, Li D, Nasir K, Katz R, Larijani VN, Budoff MJ. Computed tomography scans in the 
evaluation of fatty liver disease in a population based study: The multi-ethnic study of 
atherosclerosis. Academic radiology. 2012; 19:811–818. [PubMed: 22521729] 

31. Kodama Y, Ng CS, Wu TT, Ayers GD, Curley SA, Abdalla EK, Vauthey JN, Charnsangavej C. 
Comparison of ct methods for determining the fat content of the liver. AJR. American journal of 
roentgenology. 2007; 188:1307–1312. [PubMed: 17449775] 

32. Bunt JC. Metabolic actions of estradiol: Significance for acute and chronic exercise responses. 
Medicine and science in sports and exercise. 1990; 22:286–290. [PubMed: 2199750] 

33. Pascal N, Amouzou EK, Sanni A, Namour F, Abdelmouttaleb I, Vidailhet M, Gueant JL. Serum 
concentrations of sex hormone binding globulin are elevated in kwashiorkor and anorexia nervosa 
but not in marasmus. Am J Clin Nutr. 2002; 76:239–244. [PubMed: 12081841] 

34. Goodman-Gruen D, Barrett-Connor E. Sex differences in the association of endogenous sex 
hormone levels and glucose tolerance status in older men and women. Diabetes Care. 2000; 
23:912–918. [PubMed: 10895840] 

35. Khaw KT, Barrett-Connor E. Lower endogenous androgens predict central adiposity in men. Ann 
Epidemiol. 1992; 2:675–682. [PubMed: 1342319] 

36. Goodman-Gruen D, Barrett-Connor E. Total but not bioavailable testosterone is a predictor of 
central adiposity in postmenopausal women. Int J Obes Relat Metab Disord. 1995; 19:293–298. 
[PubMed: 7647819] 

37. Tian GX, Sun Y, Pang CJ, Tan AH, Gao Y, Zhang HY, Yang XB, Li ZX, Mo ZN. Oestradiol is a 
protective factor for non-alcoholic fatty liver disease in healthy men. Obes Rev. 2012; 13:381–
387. [PubMed: 22239319] 

38. Kim S, Kwon H, Park JH, Cho B, Kim D, Oh SW, Lee CM, Choi HC. A low level of serum total 
testosterone is independently associated with nonalcoholic fatty liver disease. BMC Gastroenterol. 
2012; 12:69. [PubMed: 22691278] 

Lazo et al. Page 9

Clin Gastroenterol Hepatol. Author manuscript; available in PMC 2015 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 1. 
Examples of abdominal computed tomography images showing the liver (L) and spleen (S) 

from a person with high liver attenuation, i.e., low liver fat content (panel A) and one with 

low liver attenuation, i.e., high liver fat content (panel B). Liver attenuation in Hounsfield 

units was used as a quantitative variable and also to define fatty liver (attenuation < 40 HU) 

in the main analysis. In images where spleen image was available liver-to-spleen attenuation 

ratio was calculated, and ratio <1 was defined as fatty liver for supplementary analysis.
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Table 2
Computed Tomography Liver Attenuation Levels by Sex and Sex Hormone Tertiles 
Adjusted for Age, Race and Body Mass Index

Sex-Specific Hormone Tertiles

T1 T2 T3 Linear trend p

Women

Bio-T 61.4 [60.8 - 62.1] 61.3 [60.6 - 62.0] 59.2 [58.5 - 59.9] <0.001

E2 62.1 [61.5 - 62.8] 60.8 [60.1 - 61.5] 58.9 [58.2 - 59.6] <0.001

DHEA 61.1 [60.4 - 61.7] 60.7 [60.0 - 61.3] 60.2 [59.6 - 60.9] 0.261

SHBG 58.8 [58.1 - 59.5] 62.3 [61.7 - 63.0] 60.8 [60.1 - 61.5] <0.001

Men

Bio-T 59.5 [58.8 - 60.1] 59.3 [58.7 - 59.9] 60.2 [59.4 - 60.9] 0.174

E2 60.7 [60.1 - 61.4] 59.6 [59.0 - 60.3] 58.3 [57.7 - 59.0] <0.001

DHEA 59.2 [58.6 - 59.9] 60.4 [59.7 - 61.0] 59.3 [58.5 - 60.0] 0.015

SHBG 58.0 [57.3 - 58.7] 60.0 [59.3 - 60.6] 60.7 [60.0 - 61.3] <0.001

Bio-T: Bioavailable testosterone, E2: Estradiol, DHEA: dehydroepiandrosterone SHBG: sex hormone binding globulin

Clin Gastroenterol Hepatol. Author manuscript; available in PMC 2015 September 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lazo et al. Page 13

Table 3
Association of Fatty Liver (Attenuation < 40 HU) by Sex and Sex Hormone Tertiles Using 
Adjusted Logistic Regression

Sex-Specific Hormone Tertiles

T1 T2 T3 Linear trend p

Women

Bio-T Ref 1.34 (0.81 - 2.23) 2.12 (1.31 - 3.45) 0.001

Bio-T* Ref 1.21 (0.72 - 2.04) 1.73 (1.05 - 2.87) 0.023

E2 Ref 2.12 (1.30- 3.47) 2.79 (1.58 - 4.92) <0.001

E2* Ref 1.81 (1.10 - 2.98) 2.42 (1.37 - 4.29) 0.002

DHEA Ref 1.08 (0.68 - 1.70) 1.26 (0.82 - 1.97) 0.30

SHBG Ref 0.54 (0.35 - 0.83) 0.70 (0.41 - 1.18) 0.056

SHBG* Ref 0.69 (0.44 - 1.08) 0.90 (0.52 - 1.55) 0.43

Men

Bio-T Ref 1.17 (0.77 - 1.78) 0.82 (0.51- 1.32) 0.42

E2 Ref 1.65 (1.01 - 2.68) 2.05 (1.27 - 3.31) 0.004

E2* Ref 1.61 (0.98 - 2.63) 1.96 (1.21 - 3.18) 0.007

DHEA Ref 0.70 (0.45 - 1.10) 0.90 (0.57 - 1.40) 0.67

SHBG Ref 0.67 (0.45 – 1.00) 0.49 (0.29 - 0.82) 0.004

SHBG* Ref 0.72 (0.48 - 1.08) 0.50 (0.30- 0.84) 0.006

Regression was adjusted for Age, Race/Ethnicity, Body Mass Index, Hypertension, Total and high Density Lipoprotein Cholesterol, Current 
Smoking and

*
Insulin Sensitivity Index.
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